FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN’SHEALTH INSURANCE PLANS
UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

Preamble
Section 2108(a) of the Act provides that the State must assess the operation of the State child hedlth

plan in each fiscd year, and report to the Secretary, by January 1 following the end of the fiscal year, on
the results of the assessment. In addition, this section of the Act provides that the State must assessthe
progress made in reducing the number of uncovered, low-income children.

To assig gates in complying with the statute, the Nationd Academy for State Hedlth Policy (NASHP),
with funding from the David and L ucile Packard Foundation, has coordinated an effort with statesto
develop aframework for the Title X X1 annud reports.

The framework is designed to:

C Recognizethediversity of State gpproaches to SCHIP and alow States flexibility to
highlight key accomplishments and progress of their SCHIP programs, AND

C Provide consistency across States in the structure, content, and format of the report,
AND

C Build on dataalready collected by HCFA quarterly enrollment and expenditure reports,
AND

C Enhance accessibility of information to stakeholders on the achievements under Title XXI.
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SECTION 1. DESCRIPTION OF PROGRAM CHANGES AND PROGRESS

This sections has been designed to allow you to report on your SCHIP program:s changes and
progress during Federal fiscal year 2001 (September 30, 2000 to October 1, 2001).

1.1 Please explain changes your State hasmadein your SCHIP program since September 30,

2000 in the following ar eas and explain the reason(s) the changes wer e implemented.

Note: 1f no new policies or procedures have been implemented since September 30, 2000, please
enter >NC- for no change. If you explored the possibility of changing/implementing a new or
different policy or procedure but did not, please explain the reason(s) for that decision aswell.

10.

11.

12.

13.

14.

No changes have been made to the MCHIP program since it was approved on September 3,
1999.

Program digibility

Enrollment process

Presumptive digibility

Continuous digibility
Outreach/marketing campaigns
Eligibility determination process
Eligibility redetermination process
Benefit structure

Cogt-sharing policies

Crowd-out policies

Délivery sysem

Coordination with other programs (especidly private insurance and Medicaid)
Screen and enroll process

Application



15. Other

1.2 Pleasereport how much progress has been made during FFY 2001 in reducing the number
of uncovered, low-income children.

1. Peasereport the changes that have occurred to the number or rate of uninsured, low-income children
in your State during FFY 2001. Describe the data source and method used to derive thisinformation.

The Center for Business and Economic Research (CBER) at the University of Tennessee conducts an
annud survey of Tennesseans to determine their insurance status, perceptions about qudity of medica
care, satisfaction with insurance (including TennCare), and use of medicd fadilities. According to the
CBER, the uninsured rate for children is 4.01 percent of the 2001 population (5,689,283). Tennessee
has made progress in providing insurance for individuas under age 18. Currently, there are
gpproximately 550,000 children on TennCare. The number of children enrolled on TennCareistaken
from the TennCare Management Information System (TCMIS).

The Center for Business and Economic Research at the University of Tennessee and the Socia
Science Research Indtitute in consultation with the Bureau of TennCare prepared a survey ingrument.
A target sample size of 5,000 participants was chosen. The survey was conducted between May 15
and June 30, 2001, usng arandom-digit dialing based sample and a Computer Assisted Telephone
Interviewing System. Four calls were made at staggered times to each residence to minimize non-

respondent bias. The design chosen was a"household sample’ with the interview conducted with the
head of the household.

Approximately 60% of al the households contacted agreed to participate in the survey, and as a
generd rule, the demographics of the random sample closely mirrored those that were obtained for
Tennessee during the most recent census.

2. How many children have been enrolled in Medicaid as a result of SCHIP outreach activities and
enrollment amplification? Describe the data source and method used to derive this information

In Tennessee, outreach activities are centered around digibility for the entire TennCare program. These
efforts are not categorized as Medicaid and MCHIP activities, therefore, we are unable to quantify
how many children enrolled in Medicaid as aresult of MCHIP outreach activities.

There are gpproximately 550,000 children under age 18 on TennCare. Of the 550,000 children with
TennCare, about 340,000 are Medicaid-digible and the remaining 210,000 are enrolled as Uninsureds
(meaning those who lack access to insurance through a family member's employer) or Uninsurables
(meaning those who were turned down for insurance because of amedica condition. The number of
children enralled in TennCareis taken from the TCMIS.

3. Please present any other evidence of progress toward reducing the number of uninsured, low-income
childrenin your State.



Tennessee has moved aggressively to identify and enroll uninsured children who are digible to
participate in TennCare. For thefirg year of the TennCare Program (1994), there was an Uninsured
eigibility category, which was open to individuds (both children and adults) who did not have access
to hedth insurance through an employer or family member as of a specified date in the past, which
initidly was March 1, 1993. There was massve publicity about the new program. The State retained
amarketing firm to asss in the preparation of videos, televison and radio spots, and other materids
to encourage peopleto enroll. Advocates participated in radio and televison interviews dl over the
State. A large TennCare Information Line was established to help people with questions, and loca
hedth depatments conducted mgor enrollment efforts in their communities.  Providers such as
community hospitals aso worked to assst people in enralling in TennCare.

The success of these efforts is shown by the fact that the Uninsured category had to be closed at the
end of December 1994 because the State was nearing its cap on the number of people who could be
enrolled in TennCare. (The Uninsured category remained open after 1994 for two distinct groups.
people loang Medicaid digihility and people losng accessto COBRA coverage. Individudsin both
groups had to lack access to hedth insurance through an employer or afamily member, and they had
to gpply within oecified timeframes after losing coverage.) Even though the Uninsured category was
closad, however, the enrollment of Medicaid-dligibles and Uninsurables (meaning individuas who hed
been turned down for hedth insurance because of amedica condition) continued without interruption.

On April 1, 1997, Governor Don Sundquist re-opened the TennCare Uninsured category for children
under age 18 who lacked access to hedth insurance through an employer or afamily member. Loca
hedlth departments were the key players in conducting outreach for this new program. A video was
produced (induding a verson for individuas with hearing impairments) for use in informing families
about the new program. Hedlth department staff distributed flyers, posters, sgns, and report card
insertsto WIC and Head Start programs, offices of the Department of Human Services, Legd Aid
offices, churches, schoals, day care and family resource centers, after-school programs, hedth fars,
hospitd  emergency rooms, children's museums, county hospital carnivas, the circus fast
food/grocery/variety stores used by low-income families, child advocacy groups, minority hedth
coditions, volunteers, physicians offices, factories, companies not offering hedth coverage, and bank
drive-in windows. Parenting fairs have been hed at schools. Contests have been held among clerks
at locd heslth departments to see who could enroll the most children. Presentations have been made
a universities and neighborhood associations, and the print and broadcast media have been used as
well.

In January 1998, Governor Sundquist expanded the Uninsured category to include children under age
19 whose families have access to hedlth insurance but could not afford it. Uninsured children who have
access to hedth insurance are dlowed to enroll in TennCare only if their family incomes do not exceed
200% of poverty.

PHASE | of Tennessee's MCHIP Plan was the extension of Medicaid coverage to children up
to the age of 19 whose family incomes do not exceed 100% poverty. As of December 31, 2001,
6,320 children have been enrolled who meet the criteriafor this category.



4. Hasyour State changed its basdline of uncovered, low-income children from the number reported in
your March 2000 Evauation?

_X_No, skipto 1.3

_____Yes, what isthe new basdine?

What are the data source(s) and methodology used to make this estimate?
What was the judtification for adopting a different methodology?

Wha is the State=s assessment of the reiability of the estimate? What are the limitations of the

data or estimation methodology? (Please provide a numerica range or confidence intervals if
avalable)

Had your state not changed its basdline, how much progress would have been made in reducing
the number of low-income, uninsured children?



1.3 Complete Table 1.3 to show what progr ess has been made during FFY 2000 towar d achieving
your State=s strategic objectives and performance goals (as specified in your State Plan).

In Table 1.3, summarize your Stat€' s strategic objectives, performance godss, performance measures
and progress towards mesting gods, as specified in your SCHIP State Plan. Be as specific and
detailed as possible. Use additiona pages as necessary. The table should be completed as follows:.

Column 1 Ligt your State=s rategic objectives for your SCHIP program, as specified in your
State Plan.

Column 2 List the performance gods for each drategic objective.

Column 3: For each performance goa, indicate how performance is being measured, and
progress towards meeting the god. Specify data sources, methodology, and
specific measurement approaches (e.g., numerator, denominator). Please attach
additiond narrative if necessary.

Note: If no new data are available or no new studies have been conducted since what was reported
in the March 2001 Evaluation, please complete columns 1 and 2 and enter ANC{ (for no change) in
column 3.



Table 1.3

)

Strategic Objectives
(as specified in Title
XXI State Plan and
listed in your March
Evaluation)

)

Performance Goals for each

Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

OBJECTIVES RELATED TO REDUCING THE NUMBER

OF UNINSURED CHILDREN

Reduce the number
and proportion of
uninsured children in
Tennessee

1)

Conduct outreach for the
TennCare for Children
Program.

1) Number of counties with health departments which have received training materials
to help them enroll children in the TennCare for children/MCHIP program.

2) Number of organizations other than TennCare which are conducting TennCare
Children/CHIP outreach activities.

Data Sources: Key contact persons at the Bureau of TennCare and the Bureau of
Health Services Administration (HSA).

Progress Summary:

By April 1, 1997, all counties with local health departments (95) had received training
materials to assist them in enrolling eligible children in the TennCare for Children Program.

Besides the health departments two other organizations are conducting outreach
activities, the Tennessee Health Care Campaign and the National Health Care for the
Homeless Council.




@)

Strategic Objectives
(as specified in Title
XXI State Plan and
listed in your March
Evaluation)

2
Performance Goals for each
Strategic Objective

(©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

OBJECTIVES RELATED TO SCHIP ENROLLMENT

Reduce the number
and proportion of
uninsured children in
Tennessee.

Enroll uninsured
children in the TennCare
for Children/MCHIP
program.

2)

1) Number of uninsured children with family incomes less than 100% poverty who are
enrolled in TennCare for Children/MCHIP program.
2) Number of counties with health departments that are enrolling children in the

TennCare for children MCHIP program.

Data Sources: TennCare Management Information System (TMIS) and key contact
persons at the Bureau of HSA.

Progress Summary:

As of December 31, 2001, 6,320 children were enrolled in Tennessee's MCHIP program.
All 95 counties are enrolling children in the TennCare for Children MCHIP program.

OBJECTIVES RELATED TO INCREASING ACCESS TO

CARE (USUAL SOURCE OF CARE, UNMET NEED)

Identify and reduce
factors that exist in a
managed care system
which could serve as
barriers to delivery of
quality health care
services to TennCare-
eligible children.

1) Examine all templates of
the MCOs' and BHOs'
contracts with providers
to determine if there are
any elements which
present potential barriers
to EPSDT and require
that these elements be
corrected.

2) Require that the MCOs

provide primary care

1) Review all provider contract templates for identification of potential problems with
requirements for correction of potential problems.
2) Review of new provider contract templates for identification of potential problems.

Data Sources: TennCare Contract Development and Compliance Unit
Progress Summary:
The Tennessee Department of Commerce and Insurance (TDCI) has completed reviews of

MCO and BHO provider contracts. The Office of Contract Development and Compliance
Unit in conjunction with TDCI continues to monitor new provider contracts.

1)
2)

Contract requirement.
Schedule of quarterly due dates for producing this information.




1)

Strategic Objectives
(as specified in Title
XXI State Plan and
listed in your March
Evaluation)

2
Performance Goals for each
Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

providers with up-to-date
lists of specialists to
whom children may be
referred.

3) Review all EPSDT
activities at each MCO
and BHO, identify
deficiencies, and check to
see that deficiencies are
corrected.

1) Identify an "EPSDT
Liaison" at each
MCO/BHO who can serve
as a focal point for
information about EPSDT

3) Amendment of contract to include financial consequences for non-compliance with
the provision.

Data Source: TennCare Contract Development and Compliance Unit.
Progress Summary:
The Risk Agreements with the managed care organizations have been amended to include

the provision that primary care providers are to receive an up-to-date list of specialists on
a quarterly basis.

1) Letters sent to MCOs/BHOs about deficiencies found in their EPSDT activities.
2) Corrective action plans returned by MCOs and approved by TennCare.
3) EQRO review of MCOs and BHOSs' corrective action activities.

Data Source: EQRO EPSDT Activities Report and EQRO Annual Surveys
Progress Summary:

The EQRO completes an annual review of activities and the MCOs and BHOs submitted
corrective action plans as required. The EQRO continues to monitor EPSDT activities
during their annual surveys. The Quality Oversight Division conducts regular medical
record reviews and requires each managed care organizations to submit a quarterly report
of EPSDT activities.

1) Identification of EPSDT Liaisons by the MCOs/BHOs.

Data Sources: Key contact persons at the Bureau of TennCare.
Progress Summary:




1)

Strategic Objectives
(as specified in Title
XXI State Plan and
listed in your March
Evaluation)

)

Performance Goals for each

Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

within the MCO/ BHO and
who can report to
TennCare on activities and
concerns.

Each MCO and BHO has appointed an EPSDT Liaison for their organization. A
representative from TennCare meets with the EPSDT liaisons on a quarterly basis to
discuss the progress being made to meet the goals of the EPSDT program.

OBJECTIVES RELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Increase the percent-
age of children in the
TennCare program who
have had appropriate
EPSDT screenings.

1) Develop improved EPSDT

clinical screening
guidelines in the areas of
vision, hearing, child
development, and
behavioral health.

2) Conduct annual

measurements of the
percentage of TennCare
children who have had
appropriate screens which
include all 7 required
components, and use the
results of these
measurements to
communicate with the
MCOs about
improvements needed.

1) Establishment of EPSDT Screening Guidelines Committee composed of physicians
and nurses representing various professional organizations in Tennessee.

2) Completion of draft guidelines.

3) Pilot testing of guidelines in a pediatric practice in Tennessee.

4) Refinement and distribution of guidelines.

Data Sources: Key contact persons at the Bureau of TennCare.
Progress Summary:

The EPSDT Screening Guidelines Committee was established in June of 1998. The
screening guidelines have been completed, tested and widely distributed to MCOs/BHOs
and providers. The guidelines are also available on TennCare’s website. A video for
providers on the EPSDT screening guidelines has been developed and distributed.

1) Screening ratio

2) Percentage of the 7 required components contained in EPSDT screens

3) Adjusted periodic screening percentage (APSP (annual periodic screening percentage
multiplied by the percentage of screens with required 7 components present)

Data Source: HCFA 416 report and annual medical record review of a statistically
significant sample of screening visits.

Progress Summary:

The baseline screening ratio for FFY 2000 was 45%. This increase is attributed to the
massive outreach efforts conducted by the MCOs and the local health departments. The




1)

Strategic Objectives
(as specified in Title
XXI State Plan and
listed in your March
Evaluation)

2
Performance Goals for each
Strategic Objective

3
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

3) Conduct annual
measurements of
compliance with dental
screening requirements
and use the results of the
measurements to
communicate with the
MCOs about improvement
method.

APSP for 2000 was 30.8% and indicates the percentage of the 7 required components
contained in EPSDT screens.

1) Percentage of TennCare children receiving dental screens.
Data Source: HCFA 416 report and TCMIS for dental encounter codes.
Progress Summary:

Dental screening percentages have increased every year since the baseline percentage
was calculated in FFY 96. For FFY 2000, the dental screening percentage was 33%.

OTHER OBJECTIVES

Data Sources:
Methodology:

Progress Summary:




CHIP Strategic Objectives and Performance Goals

Strategic Objective 1. Reduce the number and proportion of uninsured children in Tennessee.

Performance Goal 1.1: Conduct outreach for the TennCare for Children Program.

Performance Measures:

1) Number of counties with hedlth departments, which have received training materias to help them enroll
children in the TennCare for Children/CHIP program.

Baseline: 0 (FFY 96)
Target: 95 (FFY97)

2) Number of organizations other than TennCare, which are conducting TennCare for Children/CHIP outreach
activities.

Baseline: 0 (FFY 96)
Target: 3 (FFY 99)

Progress Summary

This performance measure has been met. By April 1, 1997, all countieswith local health departments
(95) had received training materialsto assist them in enrolling eligible children into the TennCare
for Children Program. Besides the health departments two other organizations are conducting
outreach activities.

The Tennessee Health Care Campaign (THCC) is the lead agency for the Robert Wood Johnson’s
Covering Kids National Medicaid sign-up initiative. Through its contracts with the Robert Wood
Johnson Foundation and the Nathan Cummings Foundation, THCC is expanding itswork to focus
on universal health insurance coverage for children under age 18 and making surethat children from
birth to age six receive preventive health screenings.

The National Health Care for the Homeless Council administersthe TennCare Shelter Enrollment
Project. Thisprogramis currently the only source of direct training and technical support available
in the state to facilitate TennCare enrollment of homeless children. Since 1998, the Project has
provided TennCare outreach and enrollment training to more than one hundred emergency shelter
staff in twenty-two Tennessee counties, both rural and urban.

Performance Goal 1.2 Enroll uninsured children in the TennCare for Children/MCHIP program.
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Performance Measures

1) Number of uninsured children with family incomes less than 100% poverty who are enrolled in the TennCare
for Children/CHIP program.

Baselinee O (FFY 96)
Target: 10,000 (FFY 99)

2) Number of counties with health departments that are enrolling children in the TennCare for Children/CHIP
program

Baseline: 0 (FFY 96)
Target: 95 (FFY 97)

Progress Summary
As of December 31, 2001, there were 6,320 children enrolled in Tennessee’'s MCHIP program. We
have far exceeded our target and all 95 counties are enrolling children in the TennCare for

Children/MCHI P program.

Strategic Objective 2. Increase the percentage of children in the TennCare program who have had gppropriate
EPSDT screenings.

Performance Goal 2.1: Develop improved EPSDT dinica screening guidelinesin the areas of vision, hearing,
child development, and behaviord hedlth.

Performance Measures:

1) Edablishment of EPSDT Screening Guiddines Committee composed of physcians and nurses representing
various professond organizationsin Tennessee.

Timeframe: Fall 1998

2) Completion of draft guideines
Timeframe: Summer 1999

3) Pilot tegting of guiddinesin a pediatric practice in Tennessee.
Timeframe: Late summer 1999

4) Refinement and digribution of guiddines

12



Timeframe: Fal 1999

Progress Summary:

In June 1998, the Bureau of TennCare appointed an EPSDT Screening Guidelines Committee. The
Committee is composed of physicians and nurses representing various professional organizations, and
the managed care organization’s (MCOs) and behavioral health organization’s (BHOs) medical
directors. The committee completed the hearing and vision guidelines in the fall of 1998. The
behavioral and developmental guidelines were completed early summer 1999. A contract with Le
Bonheur Children's Medical Center was executed and finalized in order to field test the hearing,
vision, behavioral and developmental guidelines. The pilot study began mid-July and was completed
August 1999. The study was conducted in two local pediatric practicesin Shelby County, Tennessee,
to examine, in clinical practices, the subjective and objective recommendations of the screening
instruments proposed by the EPSDT Screening Guidelines Committee. The guidelines have been
widely distributed to MCO/BHO medical directors, EPSDT coordinators at each MCO/BHO, the
Pediatric Society of Tennessee and to the Tennessee Nursing Association (TNA). The guidelines have
also been included in past EPSDT semi-annual progress reports, and in TennCare Standard
Operating Procedures (TSOPs), both of which are distributed to the MCOs/BHOs, their providersand
other state agencies such asthe Department of Health (DOH), Department of Human Services (DHS),
Department of Children Services (DCS), and Department of Mental Health and Developmental
Disabilities (TDMHDD). The Bureau of TennCare has developed a video for providers to educate
them on the EPSDT Screening Guidelines. Additionally, the Bureau of TennCare' s website includes
an onlineinteractive: What Physicians Need to Know About “ Caring for Kids’- EPSDT aswell as
listing the guidelines. Currently over 500,000 posters and brochures are being printed to outreach
to TennCare parentsabout EPSDT. The effort, dubbed “ Tennessee Caring for Kids’ isa cooperative
development of the Tennessee Department of Health, TennCare, and the Children’ s Health I nitiative.

In conjunction with that effort, television and radio public service announcements are going to be
run. To complement the media effort, a telephone calling firm has been enlisted to contact TennCare
parents by telephone and ask them if they are aware of services available through EPSDT and leave
them information about where to call for information on screening appointments, etc.

Performance Goal 2.2: Conduct annual measurements of the percentage of TennCare children who have had
gopropriate screens which include dl seven required components, and use the results of these measurementsto
communicate with the MCQOs about improvements needed.

Performance Measures:
1) Screeningratio

Baseline: .39 (FFY 96)
Target: 1.00 (FFY 01)
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2) Percentage of the 7 required components contained in EPSDT screens

Baseline: 56.2% (FFY 96)
Target: 80% (FFY 01)

3) Adjusted periodic screening percentage (APSP) (annua periodic screening
percentage multiplied by the percentage of screens with required 7
components present)

Baseline: 21.9% (FFY 96)
Target: 80% (FFY 01)
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Progress Summary:

This performance measureisongoing. The screening ratio for FFY 2000 was 45%. Thisincreaseis
attributed to the continued outreach activities of the state, the MCOs/BHOs and the local health

departments. The APSP for FFY 2000 was 30.8%. Each MCO/BHO is notified of their individual

screening results and when there are deficiencies they are required to submit corrective actions plans
to the Bureau of TennCare. TennCare’'s Quality Oversight Unit reviews, accepts and monitorsthe
plans of corrections.

Performance Goal 2.3: Conduct annua measurements of compliance with dental screening requirements and
use the results of these measurements to communicate with the MCOs about improvements needed.

Performance Measure:
1) Percentage of TennCare children receiving dental screens

Baseline: 28.2% (FFY 96)
Target: 80% (FFY 03)

Progress Summary:

This performance measure isongoing. The dental screening percentage for FFY 2000 was 33%. The
dental screening percentage hasincreased every year since the baseline percentage was calculated.
Each MCO/BHO isnatified of their individual screening results and when there are deficienciesthey
are required to submit corrective actions plans to the Bureau of TennCare. TennCare's Quality
I mprovement Unit reviews, accepts and monitors the plans of corrections.

Strategic Objective 3: Identify and reduce factors that exist in amanaged care sysem which could serve
as barriersto delivery of quality hedlth care services to TennCare children.

Performance Goa 3.1: Examine dl templates of the Managed Care Organizations and Behaviord Hedth
Organizations contracts with providers to determine if there are any elements which present potentia barriers
to EPSDT and require that these elements be corrected.

Performance Measure:

1) Review of al provider contract templates and identification of potentia problems, with requirements for
correction of potentid problems

Timeframe:  Summer and fall 1998
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2) Review of new provider contract templates for identification of potentia problems

Timeframe:  Ongoing

Progress Summary:

During the summer and fall of 1998, the Tennessee Department of Commerce and Insurance
completed a review of MCO and BHO contracts. Where potential problems were identified the
MCOs/BHOs were required to submit corrective action plans. TennCare's Office of Contract
Development and Compliance Unit in conjunction with TDCI continues to monitor new provider
contracts for identification of potential problems.

Performance God 3.2: Require that the MCOs provide primary care providerswith up-to-datelist of specidists
to whom children may be referred.

Performance Measure:

1) Contract requirement in place
Timeframe: Fal of 1998

2) Schedule of quarterly due dates for producing this information
Timeframe: June 1999

3) Amendment of contract to include financia consequences for non-compliance with this
provison

Timeframe: July 2000
Progress Summary:

By Amendment, on February 1, 1998, TennCare required MCOs to provide primary care providers
with up-to-date lists of specialists to whom children may be referred. In July 1998, the contract was
further amended to require that the MCOs implement the schedule of quarterly listings by September
1998, and supplements be provided on a quarterly basis thereafter.

Performance God 3.3: Review dl EPSDT activities a each MCO and BHO, identify deficiencies, and
check to see that deficiencies are corrected.

Performance Measure:
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1) Letterssent to MCOSBHOs about deficiencies found in their EPSDT activities
Timeframe:  Winter 1998

2) Corrective action plans returned by MCOs and gpproved by TennCare
Timeframe:  Spring 1999

3) EQRO review of MCOs and BHOs corrective action activities
Timeframe:  Fall 1999

Progress Summary:

This performance measure has been met. The Bureau of TennCare requested for the External Quality
Review Organization (EQRO) to conduct a review of EPSDT activities at each MCO/BHO as a part
of their 1998 fall focus review survey. The EQRO report titled, MCO/BHO EPSDT Activities Report
was submitted to TennCare in February 1999. The EQRO devel oped recommendations specific to
each MCO regarding modifications that they might make in their programs; these recommendations
were sent to the MCOs and corrective action plans were requested from the MCOs/BHOs. The 2002
EQRO Surveyswill begin in February 2002 and a review of EPSDT medical recordswill be included
in the survey. TennCare's Quality Oversight Division continues to monitor the progress and
implementation of the corrective action plans and the EQRO completed a follow-up review of the
MCOs and BHOS' corrective activitiesin the fall of 1999. The EQRO will continue to monitor the
MCOs and BHOs' operational activitiesin an effort to identify and remove e ements which may be
potential barriersto EPSDT. The Quality Oversight Division also conducts regular medical record
reviews and requires each MCO to submit a quarterly report of EPSDT activities. The Quality
Oversight Division completed the annual EPSDT Medical Record Review during the fourth quarter
of 2001. Provider sites acrossthe state were visited and an audit form was completed for each medical
record that was reviewed. During the audits providers were given packets of the new age-specific
screening forms developed by the EPSDT Committee and a video defining EPSDT screens was
available for office staff to view. Scoring of medical record audit is not complete at this time, but
when completed the results will be available by MCO, by the seven essential elements of a screen,
and/or by member age. The MCOs continue to improve their systems for EPSDT tracking and
notification of children not up-to-date or past due for screens. The new format for monthly reporting
has improved collection of data on these activities.

Performance Goa 3.4. ldentify an EPSDT Liaison a each MCO/BHO who can serve as afocd point for
information about EPSDT within the MCO/BHO and who can report to TennCare on activities and concerns.

Performance Measure:

1) Identification of EPSDT Liaisons by the MCOSBHOs
17



Timeframe: Fall 1998
Progress Summary:
In thefall of 1998, each MCO and BHO was asked to appoint an EPSDT representative to serve as
a contact person for their organization. A representative from TennCare meets with the EPSDT

liaisons on a quarterly basis to discuss the progress being made to meet the goals of the EPSDT
program.
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1.7

If any performance goals have not been met, indicate the barriers or congraints to meeting them.

The gtate has not met the target EPSDT screening performance god's as outlined in the MCHIP Plan;
however, the Sate is taking al reasonable steps to reach these goals. Lagt fdl the Qudity Oversight
Divison completed an extensve survey of the MCOs outreach and informing activities. The Externd
Qudity Review Organization (EQRO) continues to monitor MCO activities related to EPSDT services
asapart of the annud surveys and the Qudity Oversight Divison will continue to conduct medica record
reviews and periodicaly review the outreach and informing activities of each managed care organizetion.

The daeis planning to implement amassve EPSDT screening campaign utilizing the local, county, hedlth
departmentsin an effort to increase EPSDT screening percentages.

Discuss your Statess progress in addressing any specific issues that your state agreed to assessin your
State plan that are not included as Strategic objectives.

N/A

Discuss future performance measurement activities, including a projection of when additiond data are
likely to be available.

N/A

Please attach any studies, analyses or other documents addressing outreach, enrollment, access, qudity,
utilization, costs, satisfaction, or other aspects of your SCHIP progranrs performance. Please ligt
attachments here.

N/A
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SECTION 2. AREAS OF SPECIAL INTEREST

This section has been designed to allow you to addresstopics of current interest to stakeholders,
including; states, federal officials, and child advocates.

2.1 Family coverage:

A. If your State offers family coverage, please provide a brief narrative about requirements for
participation in this program and how this program is coordinated with other program(s). Include
in the narrative information about digibility, enrollment and redetermination, cost sharing and
crowd-out.

TennCare does not offer family coverage through the MCHIP program, however, the Title XXI
program is an expansion of the existing TennCare Program. The Medicaid program is provided
through a Section 1115awaiver caled TennCare. TennCare coversindividuaswho are Medicaio-
digible, Uninsured or Uninsurable.  Often family members meet the criteria of digibility, thus
providing coverage for family members.

2. How many children and adults were ever enralled in your SCHIP family coverage program during FFY
2001 (10/2/00 -9/30/01)?

Number of adults N/A
Number of children 6,320

3. How do you monitor cogt-€effectiveness of family coverage?

N/A

2.2 Employer-sponsored insurance buy-in:

1. If your State has abuy-in program, please provide a brief narrative about requirements for participation
in this program and how this program is coordinated with other SCHIP program(s).

N/A

2. How many children and adults were ever enrolled in your SCHIP ESl buy-in program during FFY
20007?

N/A
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2.3

24

Number of adults
Number of children

Crowd-out:
How do you define crowd-out in your SCHIP program?

Tennessee defines "crowd-out” as the movement of children out of private insurance plans into the
TennCare MCHIP program. Since our MCHIP program is limited to children in families at or below
100% of poverty, most of those families would not likely be in the private insurance market and are
therefore not subject to "crowd out”. Families present for services at locad hedth departments
(including those interested in TennCare) are routingly asked whether dl of their children are insured.
Tennessee will continue to monitor the enrollment of uninsured children in TennCare to make certain
that "crowd out" does not become afactor.

How do you monitor and measure whether crowd-out is occurring?
See question 2.3.

What have been the results of your andyses? Please summarize and attach any available reports or
other documentation.

See question 2.3.

Which anti-crowd-out policies have been mogt effective in discouraging the subgtitution of public
coverage for private coverage in your SCHIP program? Describe the data source and method used
to derive thisinformation.

See question 2.3.

Outreach:

What activities have you found most effective in reaching low-income, uninsured children? How have
you measured effectiveness?

While Tennessee has conducted numerous outreech activities very few of them have been monitored
for effectiveness. There are two organizations that collaborate with TennCare, which have begun to
track preliminary results of their activities.

The Robert Wood Johnson Foundation (RW.J) awarded a grant of $991,648 to the Tennessee Hedth
Care Campaign (THCC) to support activities especialy desgned to increase enrollment of children
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in TennCare. Four rurd and one urban county serve as research sites for this project. THCC is
utilizing the Socid Marketing "Logic Modd" for outlining the epsto achieve ther goals. This mode
isamed a trying to reach individuas whom we have failed to reach through more traditiona outreach
and marketing strategies.

The Nationa Hedlth Care for the Homdess Council adminigters the TennCare Shelter Enrollment

Project. Thisprogram is currently the only source of direct training and technica support availablein
the sate to facilitate TennCare enrollment of homeless children. Since 1998, the Project has provided
TennCare outreach enrollment training to more than one hundred emergency shdlter gaff in twenty-two
Tennessee counties, both rural and urban.  Thirty-nine emergency shdlters participate in the TennCare
Shdlter Enrallment Project by encouraging the enrollment of uninsured homeless children in TennCare
and, where possible, monitoring their access to primary and preventive care. Participants submit

quarterly reports documenting the total number and insurance status of children admitted to shelters
each month, the number of children enrolled in TennCare before and after shelter admission, and the
number who had a preventive or primary care visits during their shelter stay. Project Sites include
domedtic violence shelters and homeless shdlters.  Eighty-one percent of requested reports were
actudly submitted. The following is a summary of findings 1) homeess families encounter specid

barriers to TennCare enrollment and access to primary and preventive care for their children, including
difficulty satisfying documentation requirements, obtaining prompt trangportetion, finding primary care
providers, making gppointment, and receiving written communications, 2) only 19% of al homeess
children reported by the participating emergency shelter were without hedth insurance at admission,

66% were already on TennCare, and 11% had other insurance; 3) of the children reported to be
uninsured at intake, 68% were enrolled in TennCare during their shelter stay; and 4) of the children
who were covered by TennCare a intake or enralled post-admission, 28% had a documented primary
or preventive care vist during their shelter stay. Seventy-nine percent of homeless children living in
Tennessee emergency shelter were enrolled in TennCare from July 2000 — June 2001- 66% were on
TennCare at admission and 13% were enrolled during their shelter stay. Reported accessto primary
and preventive care for homeless children on TennCare increased 900% between fiscd year 1998

1999 (2%) and fiscal year 2000-2001 (22%).

Have any of the outreach activities been more successful in reaching certain populations (eg.,
minorities, immigrants, and children living in rurd areas)? How have you measured effectiveness?

Loca hedth departments have taken the lead in tailoring outreach activities to meet the needs of their
specific counties.  Effective socid marketing strategies developed through the RWJ pilot Sites are
shared with hedlth departments and other agencies throughout the state in hopes of determining which
activities are more effective and successful.

Which methods best reached which populations? How have you measured effectiveness?

Based on results from the RWJ pilot Stes their efforts have increased enrollment. From December
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2.5

2.

X

1998 through June 2001 each of the pilot Stes has shown an increase in TennCare enrollment ranging
from 3.51% to 14.55%.

Retention:
What seps are your State taking to ensure that eigible children stay enrolled in Medicaid and SCHIP?

Locd hedth departments conduct outreach to encourage families of children who may continue to be
eligible for TennCare to complete the reverification process. The Tennessee Hedlth Care Campaign
(THCC) and the TennCare Shelter Enrollment Project have a component of their outreach efforts that
are targeted to those families whose children who may have logt their TennCare coverage because the
reverification process was not completed. Children who lose coverage yet continue to meet the
eigibility requirements of the TennCare program will be alowed to re-enrall.

What specia measures are being taken to reenroll children in SCHIP who disenroll, but are ill
digible?

Follow-up by caseworkers/outreach workers

Renewa reminder noticesto dl families

Targeted mailing to sdected populations, specify population
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3.

2.6

Informeation campaigns

Simplification of re-enrollment process, please describe
Surveys or focus groups with disenrollees to learn more about reasons for disenrollment, please
describe

Other, please explain

Are the same measures being used in Medicaid aswell? If not, please describe the differences.
Yes
Which measures have you found to be mogt effective at ensuring that digible children stay enrolled?

While we are collaboratively working with the locd hedth departments and advocacy agencies to
ensure that digible children stay enrolled, we do not have any quantitative data that would support
which ismogt effective a thistime.

What do you know about insurance coverage of those who disenrall or do not reenroll in SCHIP (eg.,
how many obtain other public or private coverage, how many remain uninsured?) Describe the deta
source and method used to derive thisinformetion.

We do not have access to this information.

Coordination between SCHIP and Medicaid:

Do you use common gpplication and redetermination procedures (e.g., the same verification and
interview requirements) for Medicaid and SCHIP? Please explain.

Children seeking to enrall in the TennCare for Children program do so by completing a one page
TennCare enrollment form. The forms are widdly available throughout the State - a State offices
including al locd hedth departments and through statewide hotlines.

The completed forms are mailed to the Bureau of TennCare where they are keyed in and the socid
security numbers are verified with the Socid Security Adminidration. Within 7-10 daysanotice is sent
to the child's family ingtructing them to go to their loca hedth department to complete the enrollment
process. Applicants must have asocia security number or have applied for one and proof of income
and insurance gatusis required to complete the enrollment process. If there is inaccurate information
on the gpplication, corrections and updates can be made at the local hedth department immediatdy
and not delay enrollment. During the visit, hedth department staff provides information regarding
benefits as well as the enrolleg's rights/respongbilities as a TennCare member.
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2.7

The MCO and BHO in which the child is to be enrolled are notified of their digibility and those
organizations send the child acard and aMember Handbook. Additiond mailings from TennCare and
the MCOs/BHOs occur periodically throughout the year.

Generaly, the gpplication process can be completed within two to three weeks. However, in an
emergency Stuation the hedth department can enroll a child immediately, provided technica
requirements of the program are met and proof of income and insurance availability is documented and
verified.

Shortening the enrollment process and developing ajoint Medicaid-CHIP gpplication are areas that
may be explored in the future.

Eligibility determination for Medicaid is determined through the Department of Human Services and

the re-certification process for Medicaid-digible individuadsis dso completed by the Department of
Human Services.

Explain how children are transferred between Medicaid and SCHIP when a child-s digibility satus
changes.

Our MCHIP program extends Medicaid coverage to children who would not otherwise qudify for
Medicaid and includes children born before October 1, 1998, who have not yet attained the age of
19 years and whose family incomes are below 100% poverty.

Are the same ddlivery systems (including provider networks) used in Medicaid and SCHIP? Please
explan.

Tennessee's MCHIP program is a Medicaid expansion, which means that al TennCare covered
benefits are available for children in the expanson population and the same ddivery systems used
under the TennCare program are used for the children in the MCHIP program.

Cost Sharing:

Has your State undertaken any assessment of the effects of premiums/enrollment fees on participation
in SCHIP? If 0, what have you found?

There are no cogt sharing respongbilities for the children in the MCHIP program.

Has your State undertaken any assessment of the effects of cost-sharing on utilization of hedth service
under SCHIP? If so, what have you found?
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N/A
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2.8 Assessment and Monitoring of Quality of Care:

1.

What information is currently available on the qudity of care recaived by SCHIP enrollees? Please
ummarize results.

Services for children under the Medicaid expansion are evduated in the same manner as for other
TennCare members through TennCare's Quality Oversight Program.

In order to assure that all TennCare enrollees have access to the full range of covered hedth care
sarvices and that those services are of ahigh qudity, quality assurance activities are undertaken at three
different levelsin the TennCare program. First, eech MCO and BHO isrequired to have an internd
quality assurance program. Second, the Bureau of TennCare contracts with an Externa Qudity
Review Organization (EQRO) to ensure that the MCOs and BHOS internal quality assurance
programs are operating effectively. Findly, the TennCare Bureau, either directly or through contracts
with other agencies such as universities, assesses plan-specific and overall program performance.

Active oversght of MCO/BHO internd qudlity assurance activitiesis provided by the EQRO. A team
from the EQRO makes an ondte visit to each MCO/BHO during the first sx months of the year.
MCO/BHO performance is reviewed in the areas of utilization management, preventive services,
coordination of services, management information systems, network adequacy, provider credentiding,
member services, and qudity improvement.

What processes are you using to monitor and assess quality of care received by SCHIP enrollees,
particularly with respect to well-baby care, wdl-child care, immunizations, menta health, substance
abuse counsding and trestment and dental and vison care?

See above.

What plans does your SCHIP program have for future monitoring/assessment of qudity of care
received by SCHIP enrollees? When will data be available?

Given our commitment to quality of care issues, TennCare will continue to fund studies and conduct
data vaidation activities. The EQRO conducts an annua medica record review to compare
information in the record to information reported by the MCO in the form of encounter data.
TennCare monitors submission of encounter data on an ongoing basis and takes action in the form of
retention of awithhold of 10% of the monthly capitation payment whenever it is determined that a
contractor is not in compliance.
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SECTION 3. SUCCESSES AND BARRIERS

This section has been designed to allow you to report on successesin program design, planning,
and implementation of your State plan, to identify barriers to program development and
implementation, and to describe your approach to overcoming these barriers.

3.1 Please highlight successes and barriersyou encountered during FFY 2000 in the following

10.

areas. Pleasereport the approaches used to overcomebarriers. Beas detailed and specific
as possible.

Note: If there is nothing to highlight as a success or barrier, Please enter >NA- for not
applicable.

Hligibility

Outreach

Enrollment
Retentior/disenrollment

Benefit structure

Cogt-sharing

Ddivery sysems

Coordination with other programs
Crowd-out

Other

Tennesaes origind MCHIP plan included uninsured children under the age of 18 who enrdlled in the
TennCare for Children Program on or after April 1, 1997, and whose family incomes were below
200% of poverty. There were two provisons (cost-sharing and premium revenue metch) in the
previoudy approved Section 1115awaiver that were not in sync with CHIP requirements. In an effort
to address the cost-sharing requirements under the current waiver, the cost-sharing arrangements for
uninsured children with family incomes between 100% and 200% poverty were reduced, but cost-
sharing respongibilities have not been diminated dtogether. To change the existing cost-sharing
requirements beyond what we have aready done would change the terms of the waiver and create
unnecessary confusion in the TennCare program. Additiondly, cost-sharing is one of the measures
that help combat "crowd out". To change the current arrangement for the premium revenues
associated with CHIP children would change the terms of the waiver and therefore create unnecessary
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adminidrative burden for Tennessee.

Tennessees "best practices' are outreach, informing, and enrolling uninsured children into the TennCare
program. TennCare has been enralling uninsured children and adults snce 1994. As areault of the
successful effort enrollment closed to the Uninsured population (except for certain groups) January
1995, because TennCare was nearing the enrollment cap.

The TennCare program rdlies heavily on the Title V agency to coordinate outreach and digibility
determination for the title XXI program. The Hedthy Start program and the Child Hedth and
Deveopment (CHAD) programs are intendve case management and outreach home vigting programs.
The nurses/case workers that visit homes regularly check with their clients to ensure that they have
hedth insurance. In cases where the child is not covered, the caseworkers assist the parent in
completing the gpplication process for TennCare. The caseworker will dso assigt the parent in
scheduling EPSDT appointments. Casaworkers also are currently required to monitor the rates of
EPSDT gppointments for their casel oads.

The Children's Specid Services (CSS) program is another intensive case management program for
specia needs children. The caseworker ensures that every child gppliesfor TennCare and they assist
thefamily in ng care for the child. Casaworkers provide education on how to access care and
explain the TennCare benefits package to families and children.
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SECTION 4. PROGRAM FINANCING

This section has been designed to collect program costs and anticipated expenditures.

4.1 Please complete Table4.1to provideyour budget for FFY 2001, your current fiscal year

budget, and FFY 2003 projected budget. Please describe in narrative any details of your

planned use of funds.

Note: Federal Fiscal Year 2001 starts 10/1/00 and ends 9/30/01).

Federal Fiscal Year
2001 costs

Federal Fiscal
Year 2002

Federal Fiscal Year
2003

Benefit Costs

Insurance payments

Managed care

13,484,013

17,034,000

17,034,000

per member/per month rate X
# of eligibles

Fee for Service

Total Benefit Costs

(Offsetting beneficiary cost sharing
payments)

Net Benefit Costs

13,484,013

17,034,000

17,034,000

Administration Costs

Personnel

General administration

Contractors/Brokers (e.g., enrollment
contractors)

Claims Processing

Outreach/marketing costs

Other

Total Administration Costs

955,384

1,428,000

1,428,000

10% Administrative Cost Ceiling

1,348,401

1,703,400

1,703,400

Federal Share  (multiplied by
enhanced FMAP rate)

10,779,009.86

13,763,421

13,885,270.20

State Share

3,660,387.14

4,698,579

4,576,729.80

TOTAL PROGRAM COSTS

14,439,397

18,462,000

18,462,000
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4.2 Pleaseidentify thetotal State expendituresfor family coverage during Federal fiscal year
2001.

N/A

4.3 What werethe non-Federal sources of funds spent on your CHIP program during FFY
20017

__ X _State appropriations

___ County/locd funds

__ Employer contributions

____Foundation grants

_____ Private donations (such as United Way, sponsorship)
___ Other (specify)

A. Do you anticipate any changesin the sour ces of the non-Federal share of plan
expenditures.

No
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SECTION 5: SCHIP PROGRAM AT-A-GLANCE

This section has been designed to give the reader of your annual report some context and a quick glimpse of your SCHIP program.

5.1 Toprovideasummary at-a-glance of your SCHIP program char acteristics, please provide the following information. If you do

not have a particular policy in-place and would like to comment why, please do. (Please report oninitia gpplication process/rules)

children

Yes, for whom and how long?

Table 5.1 Medicaid Expansion SCHIP program Separate SCHIP program
Program Name TennCare
Provides presumptive eligibility for X _No No

Yes, for whom and how long?

Provides retroactive eligibility

X _No
Yes, for whom and how long?

No
Yes, for whom and how long?

Makes eligibility determination

State Medicaid eligibility staff
Contractor
Community-based organizations
Insurance agents
MCO staff
X ___Other (specify) _Local Health Departments

State Medicaid eligibility staff
Contractor

Community-based organizations
Insurance agents

MCO staff
Other (specify)

Average length of stay on program

Specify months

Specify months

Has joint application for Medicaid X _No No
and SCHIP Yes Yes
Has a mail-in application No Eligibility determined and completed at the No
health Yes
X ___Yes department.
Can apply for program over phone X _No No
Yes Yes
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Table 5.1 Medicaid Expansion SCHIP program Separate SCHIP program
Can apply for program over internet X _No No
___ Yes ____ Yes
X No _____No
Requires face-to-face interview Yes Yes
during initial application
Requires child to be uninsured for a X _No No

minimum amount of time prior to
enrollment

Yes, specify number of months
What exemptions do you provide?

Yes, specify number of months
What exemptions do you provide?

Provides period of continuous
coverage regardless of income

changes

No
X __ Yes, specify number of months 12 Explain
circumstances when a child would lose eligibility during the
time period - when the child obtains other health insurance

No

Yes, specify number of months
Explain circumstances when a child would lose eligibility
during the time period

Imposes premiums or enrollment
fees

X _No
Yes, how much?
Who Can Pay?
Employer
Family
Absent parent
Private donations/sponsorship

No

Yes, how much?

Who Can Pay?

Family

Employer

Absent parent
Private donations/sponsorship

_ Other (specify) _ Other (specify)
Imposes copayments or coinsurance X No No
Yes Yes
Provides preprinted X No No

redetermination process

Yes, we send out form to family with their information
precompleted and:
____ask for a signed confirmation
that information is still correct
____do not request response unless
income or other circumstances have
changed

Yes, we send out form to family with their

information and:

ask for a signed

aﬁrmation that information is

still correct

do not request response

unless income or other
circumstances have changed
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5.2  Please explain how theredetermination process differsfrom theinitial application process.



SECTION 6: INCOME ELIGIBILITY

This section is designed to capture income eligibility information for your SCHIP program.

6.1 Asof September 30, 2001, what was the income standard or threshold, as a per centage of the Federal poverty leve, for
countable income for each group? If the threshold varies by the child=s age (or date of birth), then report each threshold for each age group
separately. Please report the threshold after application of income disregards.

Title XIX Child Poverty-related Groups or

Section 1931-whichever category is higher % of FPL for children under age
% of FPL for children aged
% of FPL for children aged

Medicaid SCHIP Expansion 100% of FPL for children aged Born before October 1, 1983 who have not yet attained the

ageof 19 years
% of FPL for children aged

% of FPL for children aged

State-Designed SCHIP Program % of FPL for children aged
% of FPL for children aged
% of FPL for children aged



6.2 Asof September 30, 2001, what types and amounts of disregar ds and deductions does each program useto arrive at total
countable income? Please indicate the amount of disregard or deduction used when determining eligibility for each program. If not
applicable, enter ANA.(

Do rules differ for applicants and recipients (or between initia enrollment and redetermination) Yes X No
If yes, please report rules for gpplicants (initid enrollment).

Table6.2
Title X1X Child Medicad
Poverty-related SCHIP State-designed
Groups Expangon SCHIP Program

Eamings $ $ $

Salf-employment expenses $ $ $

Alimony payments

Received $ $ $

Pad $ $ $

Child support payments

Recelved $ $ $

Pad $ $ $

Child care expenses $ $ $

Medical care expenses $ $ $

Gifts $ $ $

Other types of disregards/deductions (specify) $ $ $
6.3 For each program, do you use an asset test?
Title XIX Poverty-related Groups ____No ___Yes, specify countable or dlowable level of asset test
Medicaid SCHIP Expansion program X No _Yes, specify countable or alowable level of asset test
State-Designed SCHIP program ____No ___Yes, specify countable or dlowable level of asset test

Other SCHIP program No Y es, specify countable or alowable level of asset test




6.4 Have any of the digibility rules changed since September 30,2001? _ Yes

_ No
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SECTION 7: FUTURE PROGRAM CHANGES

This section has been designed to allow you to share recent or anticipated changes in your
SCHIP program.

7.1  What changes have you madeor are planning to makein your SCHIP program during
FFY 2002( 10/2/01 through 9/30/02)? Please comment on why the changes are planned.

1. Family coverage

2. Employer sponsored insurance buy-in

3. 1115 waiver

4, Eligibility induding presumptive and continuous digibility

5. Outreach

6. Enrollment/redetermination process

7. Contracting

8. Other

Tennessee has been granted a one-year extension of the current TennCare waiver while state and federa
officids negotiate reforms of the program. The proposed modified TennCare program is amanaged care
program for both the Medicaid population and an expanson population. 1t would have three digtinct
products. 1) TennCare Medicaid for Tennessee residents who are digible for Medicaid; 2) TennCare
Standard for Tennessee residents who are uninsured, do not have access to group hedlth insurance and are
below desgnated poverty leves, who are medicaly digible as determined by a State contracted
underwriter; or who are receiving federad SSDI and Medicare benefits and are below designated poverty

levels, and 3) TennCare Assst for Tennessee residents with incomes below a designated poverty level who
have access to employer-sponsored hedlth insurance.



